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This statement was generated as a result of the
state re-licensure survey and complaint
investigation conducted at your agency on April
17, 2009.

This state licensure survey was conducted at
your agency by authority of Chapter 449, Home
Health Agencies, adopted by the State Board of
Health November 28, 1973, last amended August
4, 2004.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

CPT #15532 was unsubstantiated.

The following deficiency was identified:

H152| 449.782 Personnel Policies
SS=F
A home health agency shall establish written
policies concerning the qualification,
responsibilities and conditions of employment for
each type of personnel, including licensure if
required by law. The written policies must be
reviewed as needed and made available to the
members of the staff and the advisory groups.
The personnel policies must provide for:

6. The maintenance of employee records which
confirm that personnel policies are followed,;

This Regulation is not met as evidenced by:
Based on record review and interview, it was
determined the agency failed to comply with NRS
449.179 for 1 of 3 employees (#1).
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Findings include:

On 4/17/09 in the afternoon, review of personnel
file revealed, Employee #1 did not have results of
the fingerprint background check as required by
NRS 449.179 (3).

Record review further revealed, Employee #1's
fingerprints were completed in October 2007.

On 4/17/09 in the afternoon, interview with
Employee #1 revealed, "l did not get a letter; |

should have followed it up."

Severity: 2 Scope: 3
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